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Provide a specific description of the nature and use of the payment for official-agency business:

At request of UCLA, employee travelled from Sacramento OSHPD office to attend a 2-day: meeting.Organized'by-UCLA-: :
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Srgnature of Agency Head or Deéb‘nee Print Name Title - : . {month, day, year)

Comment: (Use this space or an attachment for any additional information.)

FPPC Form 801 (June/08)
FPPC Toll-Free Helpline: 866/ASK-FPPC (866/275-3772)




